O
rbital cystic lesions are a common orbital disease. In most instances, cystic lesions can be easily differentiated from other orbital masses based on clinical and imaging characteristics. Complete lesion excision is the definitive treatment for orbital cysts. Historically, surgical resection of orbital lesions has been conducted by using external approaches, such as frontotemporal craniotomy with orbitozygomatic osteotomy, transcutaneous or transconjunctival orbitotomy, or lateral orbitotomy. 1 However, lesions of the medial or inferior orbital apex pose a challenge because of the deep surgical field, poor illumination, and presence of multiple critical neurovascular structures. Endoscopic approaches were used to resect complex orbital abnormalities, such as sinonasal tumors with orbital extension or compressive optic neuropathy that requires optic nerve decompression.
Ference et al. 2 compared outcomes of open versus endoscopic medial orbital decompression and found no significant differences in outcome. However, the main advantage of endoscopic decompression is the prevention of an external scar. Transnasal endoscopic visualization has allowed surgeons to reach the medial orbital structures and orbital apex region without skin incision, major bony work, and/or brain retraction. Given these advantages, transnasal endoscopic approaches have become accepted treatments for orbital pathologies, especially in pediatric patients. Because transnasal endoscopic procedures are more difficult to perform in children's narrow nasal fossae, greater surgical experience is required in treating this population. The objective of this report was to describe a surgical approach to treat pediatric orbital lesions (Video 1).
METHODS
A 9-month-old girl was referred for evaluation of progressive proptosis of the right eye after birth. The magnetic resonance image (MRI) that established the diagnosis as an orbital cyst is shown in Fig. 1 . The procedure was conducted with the patient under general anesthesia. A topical vasoconstrictor was applied via neuropatties to the mucosa within the surgical field. Ethmoidectomy was performed by using a 0°optic with a 2.7-mm rigid endoscope to identify the lamina papyracea. The bony medial part of the lamina papyracea was exposed by stripping and removing the mucosa (Fig. 2 A) . Next, the periorbita was carefully dissected from the overlying bone near the cyst, and the periorbita was precisely opened by using a sickle knife and endoscopic microscissors (Fig. 2 B) . This technique allowed for the cyst to be visualized without adhesion to the periorbita and, subsequently, to be removed after dissection from the periorbital fat.
The cyst in this case was too big to completely visualize its boundary (Fig. 2 C) . When considering the limited anatomic space, we emptied the cyst contents in place while preserving the integrity of the cyst wall. The cyst fluid was withdrawn to shrink the cyst (Fig. 2  D) . An endoscopic view of the four-handed binarial technique used during the procedure is shown in Fig. 2 E. An assistant pulled the cyst with forceps to expose its boundary, while the surgeon separated the cyst wall from the surrounding connective tissue. Saline solutionsoaked neuropatties provided orbital fat retraction while simultaneously absorbing and diverting blood from the dissection bed. The cyst was completely removed without blood loss or damage to ocular muscles. Lastly, the orbital cavity was packed with a gentamicinsoaked gelatin sponge, and the mucosa of the orbital wall was repositioned (Fig. 2 F) .
RESULTS
The infant did not experience any complications and quickly recovered. The MRI obtained 1 week after surgery showed that the cyst had been completely resected (Fig. 3) .
DISCUSSION
Endoscopic orbital surgery was first performed in 1981. 3 Several different transnasal endoscopic approaches have been described for orbital tumor removal, particularly for intraconal lesions located in-ferior and medial to the optic nerve. Orbital cysts that are localized to the lateral orbit cannot be removed by using the endonasal approach because of the need to avoid crossing the optic nerve. Endoscopic orbital surgery usually begins with a total ethmoidectomy, in which the lamina is carefully removed in an area superior to the level of the skull base and posterior to the sphenoid bone. Entering the orbit through the lamina papyracea below the level of the ethmoidal foramina spares the ethmoid arteries, thereby reducing the risk of retrobulbar hemorrhage and vision disturbances. Although this approach achieves wide exposure of the periorbita, the actual periorbital incision should be performed just anterior to the cyst to prevent unnecessary prolapse of extraconal fat. The dissection should occur between muscle groups, rather than through individual muscles, to preserve function. In transnasal procedures, lamina papyracea removal allows for partial displacement of orbital contents and prevents a local intraorbital pressure increase. 4 The transnasal endoscopic approach is technically difficult in pediatric patients because of their narrow nasal cavities. Experience in pediatric endoscopic and skull base surgery is important to qualify an otolaryngologist to perform this procedure. Selecting two-versus four-handed techniques also mainly depends on the surgeon's experience. 5 We found that the use of microinstruments and thin rigid endoscopes (external diameter, 2.7 mm) allows for careful surgery on children with narrow nasal cavities. 6 Maintenance of fluid balance is also challenging in pediatric patients, particularly with respect to bleeding control; thus, cooperation between experienced surgeons and anesthetists is critical to obtain the best clinical outcomes. Careful surgical technique and application of neuropatties soaked in saline solution can reduce bleeding while retracting orbital fat. Use of an approach that opens the medial orbital wall close to the lesion will help minimize potentially adverse effects to craniofacial bone development. The gelatin sponge packed into the defect at the end of the procedure can absorb blood in its mesh and, after a few days, completely liquefies. It also has been found to lead to increased postoperative formation of granulation tissue and subsequent scar formation. 7 
CONCLUSION
The transnasal endoscopic surgical approach for pediatric patients is useful and safe in removing orbital lesions. As use of endoscopic intraorbital surgery continues to increase and surgeons gain experience, the surgical limitations of endoscopic resection will become less restrictive.
D O N O T C O P Y

